By Robekt Bktjdenell Caktek, F.R.C.S., Consulting Ophthalmic Surgeon to bt. George s Hospital. The excision of a portion of the iris, as described in the last article, is followed by a variable amount of bleeding into the anterior chamber, an amount sometimes scarcely perceptible, sometimes sufficient to occupy the pupillary space and to conceal the surface of the cataract. In the latter case, the surgeon must promote the escape of the blood by gentle pressure upon the posterior lip of the external wound, pressure which may be conveniently exercised by the spoon of the curette, and the surface of the cornea may also be subjected to gentle pressure or stroking with the back of a tortoi8eshell spoon, while the'issuing blood is taken up from the surface by a morsel of sponge. As soon as the margin of the {pupil can be seen, the surgeon introduces a cystitome, with its point directed laterally, into the anterior chamber, and carries it well underneath the lower pupillary margin before turning its sharp point against the anterior capsule, which it is then made to divide from below upwards, nearly or quite to the equator. As this is done, the released lens tissue is generally seen to bulge forward and approach the incision; but it is nevertheless desirable, in most cases, to carry the point of the cystitoine through the capsule, in the equatorial region of the lens, along a line about equal in length to the external incision. The cystitome should then be turned sideways, and cautiously withdrawn from the eye in such a manner that its point cannot become engaged in any of the tissues. The next step in the operation is that which makes the largest demand upon the skill and muscular sense of the surgeon. Tbe object in view is to extrude the lens by gentle pressure, exerted in such a manner that there may be no escape of vitreous, and that the lens may continuously advance while the pressure is being applied. This is best done by the back of the tortoiseshell spoon already mentioned, a spoon which has a slight amount of elastic flexibility, and which is set in a firm ivory handle. Taking this in the right hand, the surgeon raises the upper lid with the tips of two fingers of the left hand, and permits the tip of the left index finger to rest upon the eyeball immediately behind the incision. The back of the spoon is then applied to the surface of the cornea about half way between its centre and its lower margin, and the pres+T^r6| made directly backwards, so as to induce the lens to turn as if upon a horizontal axis, and to piesent its upper margin at the incision. The slightest counter-pressure with the tip of the left index causes the wound to gape, and, by the combination of the two procedures, the lens fairly engages itself between the (P^t0 6 wouri^-As soon as it does this the direction of the spoon pressure may be changed, and the spoon so used as gently to stroke the corneal surface from below upwards, and to follow the Jens as it escapes.
As soon as the escape is imminent, that is to say, as soon as the diameter of the lens has passed through the incision, the pressure may be relaxed, and the final extrusion will be accomplished by the elasticity of the tissues concerned. An experienced operator will be able to use pressure with much greater freedom than one who has still his experience to gain, the educated muscular sense of the former telling him precisely how much it will be safe to do, and at what point the vitreous would be exposed to danger. It follows that an inexperienced operator should never err in the direction of making too small an incision, because a comparatively large one greatly facilitates the escape of the cataract, and therefore diminishes the amount of pressure likely to be required.
As the lens passes out of the eye the surgeon receives it in the tortoiseshell spoon, and lays it aside. In some cases, the lips of the wound will immediately fall into perfect apposition, in othei's they will be slightly separated by a tendency to hernia of the vitreous, still contained within its hyaloid membrane.
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